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DISCUSSION.
Dr. DAN MCKENZIE said that there was an event in partial stricture of the cesophagus which had happened twice in his experience, and that was blocking of the stricture with food, whereby a partial was converted into an absolute obstruction. The first case was that of a woman who came to him with absolute inability to swallow, of sudden onset. Even liquids returned. He found himself unable to pass a large cesophageal bougie, but succeeded in getting a soft rubber catheter to pass. After removing it he tried the swallowing but the obstruction remained absolute, so he re-inserted the catheter and poured in some milk through it into the stomach. The patient had had nothing to eat or drink for some time, and the sudden ingestion of cold milk made her sick. She vomited the milk and with it a whole green pea. Immediately thereafter he found that the power of swallowing was quite restored. Further examination showed that the patient had an aneurysm. The explanation of this history was that the aneurysm had induced an obstruction of the gullet permeable in the ordinary way, but still so small that it could be perfectly blocked by a green pea, which acted like a ball valve, permitted the rubber catheter to pass, but was not displaced until the fluid propelled from below in the act of vomiting carried it away. This case, which he had seen several years ago, he had published at the time in the British Medical Journal.1 The second case had been seen by him at the Central London Throat and Ear Hospital about a fortnight ago, the upshot being less fortunate than that of the case he had just narrated. The patient, a man, had had several distinct attacks of complete cesophageal obstruction, all of which had until then been relieved spontaneously. X-ray examination showed the stricture to be located at the cardiac orifice. The cesophagoscope, when inserted, plunged into a sacculated cesophagus full of dirty fluid in which were floating masses of half-chewed meat. These masses blocked up the orifice of ' Brit. Med. Journ., 1907, i, p. 494. M-llb the aspirator so frequently that the emptying of this sac was a tedious an(d laborious task. After the liquid had been got rid of, it was found that the cesophagus was blocked by about half-a-dozen chunks of chewed meat which had to be removed with Briinings's forceps before the actual stricture was reached. Finally, one of Hill's feeding tubes was inserted, and by it the patient was fed for twenty-four hours. At the end of that time, however, he insisted on the removal of the tube, and in the absence of the speaker this was done. As the patient would not allow any further interference from above, a gastrostomy was performed, but a few days later he died. The record of the case was incomplete, as a post-mortem examination was not made. The only evidence as to the nature of the stricture was negative; the surgeon who performed the gastrostomy was unable with the finger in the stomach to find any sign of disease about the cardiac orifice, while the speaker had seen no. signs of growth while working with the cesophagoscope.
Mr. WAGGETT asked Dr. Hill whether he found that his patients preferred the feeding tube in the mouth in preference to the nose. His own experience was that it was preferred through the nose.
The PRESIDENT said his experience with such patients was the same as that of Mr. Waggett.
Dr. PETERS asked whether dilatation was so helpful in these cases as the passage of a small tube. Apparently there was an interference with the musculature of the wall, and probably it was that more than stenosis, which prevented the passage of food. So that probably the passage of a small tube was quite as efficient as dilatation. There was always a tendency to recontraction. The question of nasal versus mouth feeding was largely a question of nasal obstruction. If the nose was obstructed or there was mechanical difficulty, the passage of even a soft tube was very irritating, whereas if the patient habitually breathed through the nose freely it was easy to feed by the nose.
Dr. DONELAN said it might be interesting to recall that the first person who recommended feeding patients by means of a tube passed through the nose instead of the mouth was Dr. W. Myles, of the Richmond Asylum, Dublin, who some thirty years ago introduced that system. All patients who had to be fed in this way seem more comfortable with the tube through the nose. Of course, much depended on the size of the nasal passage and whether there were any septal projections liable to be irritated. This was of great importance in cases like the present where the tube had to be permanently retained. Tubes made specially with a soft nasal portion gave good results in these cases.
